Members of low-income households in the UK are more likely to have patterns of food and nutrient intakes that are less inclined to lead to good health outcomes in the short and long term. Health inequalities, including the likelihood of child and adulthood obesity, have long been documented in the UK and show little sign of improving so far, despite 10 years of attention from a government that has committed itself to addressing them. Following the Acheson Inquiry into Inequalities in Health (1998) in England a number of initiatives to tackle inequalities in food and diet were established, both nationally and within the devolved nations of Scotland, Wales and Northern Ireland. Nevertheless, until recently, there has been no overall strategic policy addressing the food and nutritional needs of low-income households. The present paper reviews how the problems have been constructed and understood and how they have been addressed, briefly drawing on recent evaluations of food and nutrition policies in Scotland and Wales. The contemporary challenge is to frame cross-cutting policy initiatives that move beyond simple targeting and local actions, encompass a life-course approach and recognise both the diversity of households that fall into 'low-income' categories and the need for 'upstream' intervention.
There is now widespread and longstanding recognition in the UK and elsewhere that members of low-income households are more likely to have patterns of food and nutrient intakes that contribute to poor health outcomes in the short and long term (1) (2) (3) (4) . These differentials seem to be persistent despite government commitment to reducing inequalities in health and well-being and despite clear improvements in average health indices such as life expectancy. The present paper engages with the challenges thus posed, to those who seek to understand and interpret these findings, to those whose job is to frame policies to address the differentials and to those who live with the daily realities. It begins with a brief summary of rates and characteristics of households on low income, reviews evidence for the nutritional problems in such households and understanding of causes, sets out the policy challenges in addressing so cross-sectoral an issue as the food and nutritional needs of low-income households and discusses some of the policy responses by the UK government over the last decade. Space precludes discussion of historical analysis and experience, but contemporary approaches in the devolved territories within the UK and some allusion to regional and local strategies are included. Discussion of factors driving the conditions that produce and/or maintain the 'low income' in which so many UK households still live is also very limited here; for examination of this aspect, both in general and in relation to nutritional intervention, the reader is directed to the literature (5) (6) (7) (8) , monitoring sites (9) (10) (11) (12) and earlier articles published in Proceedings of the Nutrition Society (13, 14) .
Characteristics of low-income households in the UK
Within the UK and across Europe the most common definition of low household income is one that is £ 60% of the median household income in a given year. This measure is clearly relative, identifying a group whose level of income is socially unacceptable for the time and place in which they live (15) and the threshold is used by civil servants, academics, politicians and researchers. Nevertheless, it does not indicate extents of income inequality, how rapidly such inequality might be changing or the length of time households spend in these circumstances, all of which can have profound effects on the capacity of households to manage their inevitable lack of essential goods and services. Thus, it represents a fairly crude indicator of poverty, which is why many surveys use a wider set of deprivation indicators (such as that used in the Low Income Diet and Nutrition Survey (LIDNS), see later) than household income alone. These issues are widely discussed in the social policy literature (16) (17) (18) .
In 2005-6 there were approximately thirteen million individuals living in UK households whose income was £ 60% of the median household income (22 % of the population). The percentage in this category fell during the late 1990s and until 2004-5; about 15 % of the population (nine million individuals) had been in this category for 2 of 3 years, i.e. living in what might be termed 'persistent lowincome poverty'. Many households also experience intermittent low income; repeated movements in and out of the category, since most do not suddenly become much richer but simply gain or lose a few pounds per week, which is termed 'income churning' (19) . The most common reasons in the short term are rises in or losses of earnings by different household members or changes in receipt of state benefits; in the longer term, changes in household structure (arrival or departure of dependents, marital or partner separation) are more important, particularly for households headed by women (19) . Seemingly minor changes in available income can be critical in determining how much households can afford for food, which is an essential but flexible budget item, in that hunger can be assuaged quite cheaply and nutrients obtained from many different food commodities at very different costs (20) (21) (22) .
UK households living on low income are typically those containing children or older adults, although, 'over the last decade, the proportion of children and pensioners in poverty has fallen, while the proportion of working-age adults in poverty remained unchanged. As a result, ..... more than half the people now in poverty are working-age adults' (23) . In fact, single working-age adults without dependent children (four million) are twice as likely to be poor as working-age couples without children. Adults with disabilities are also twice as likely to be in low-income households as non-disabled adults (24) . Nevertheless, 3.8 million children live in low-income households, half of whom are in households in which one member is in paid work, and children are more likely to be living in lowincome households than are adults, especially if they live with a lone parent. About one-sixth of those living on low incomes are pensioners (1.8 million), which is a lower rate than a decade ago, although many of those individuals entitled to state benefits to supplement their pension do not claim it. Low wages and job insecurity characterise those individuals in work who live in low-income households (24) .
Evidence of problems: nutrition and health outcomes
Turning to food and nutritional outcomes, differentials in both household and individual dietary patterns, nutrient intakes and blood markers of nutritional status by various socio-economic indicators, in all age-groups and geographical regions, persist in the annual national surveys of household intakes (annual surveys of household food intake and expenditure published by the Ministry of Agriculture, Fisheries and Food until 2000, since then by the Department for Environment, Food and Rural Affairs (25) ) and in regular national surveys of individual intakes (26) (27) (28) (29) . The importance of these observations for health and wellbeing is widely discussed (20, (30) (31) (32) (33) . The differences are particularly marked when intakes and food patterns are compared by household income, economic activity (employed v. unemployed and receiving state benefits) or household composition (25, 34) . Members of lone-parent households and those with two or more adults and children, which in the UK are more likely to be poor (however defined), are more likely to have lower micronutrient intakes than members of other household types (21, 25) .
The LIDNS recently published by the Food Standards Agency was a UK-wide survey specifically on the diet and nutrition of low-income households. Using a doorstepadministered questionnaire households who fell into (approximately) the bottom 15% of the population in terms of material deprivation were identified; the questions included receipt of benefits, household composition, car ownership and employment status (35) . The means of measuring food intake was based on intensive piloting of methods appropriate for households living in circumstances typical of those with low incomes (36) . In general, the findings are similar to those of previous surveys, confirming that a considerable section of the population in question still fails to meet population dietary targets, has poor micronutrient intake, high BMI and blood pressure and low reported levels of physical activity. The food patterns are similar to those found in smaller-scale surveys, in that participants were more likely to consume high-fat processed foods or fast foods and snack foods, particularly children and younger adults, and less likely to eat the kinds of foods recommended for health, such as unsaturated-fat spreads and lower-fat milk, wholemeal products, vegetables and fruits and fewer sugary foods. Although average daily intakes of most vitamins and minerals from food sources were found to be above or close to the reference nutrient intakes, there was a proportion of the population whose intakes fell well below the reference nutrient intakes for Fe, Mg, K and Zn, and some were below the lower reference nutrient intake. For instance, about 48% of women <35 years, and about 52% of women aged 35-49 years and approximately 40% of girls aged 11-18 years were found to have Fe intakes below the lower reference nutrient intake (37) . LIDNS was the first to use a food-security questionnaire in a national survey. About 30% of households within this low-income population lived in food-insecure households, which meant that they had said that during the previous year their access to enough food that is both sufficiently varied and culturally appropriate to sustain an active and healthy life had been limited by lack of money or other resources. About 39% of participants reported having worried that their food would run out before money for more was obtained during the previous year and one-fifth reported that they reduced or skipped meals regularly because of lack of money (38) . In common with other survey findings, a higher proportion of this population were identified as current smokers (45 % men and 40% women).
These national survey findings reflect the many smallscale, often qualitative, studies on the experience of living on a low income, some of which have specifically focused on food or on food insecurity (39) , where individuals regularly report an inability to spend as much on food as they would wish or that having sufficient money is what limits their purchase of food they know to be healthier (40) (41) (42) .
Elevated BMI indicating overweight and obesity are also widely documented as socially patterned; women and, increasingly, men and children from lower socio-economic groups are more likely to be obese or overweight (43) (44) (45) . The size of differentials depends on which social indicators are used (whether household income, education level, social class, receipt of means-tested benefits or areadeprivation scores) and childhood socio-economic conditions may contribute to the development of obesity over time (46) . The association between socio-economic status indicators and obesity also need to be interpreted with caution, as obesity may lead to lower educational attainment, lower employment and reduced income (47) . Nevertheless, household income and area deprivation seem to be better predictors of childhood obesity than a binary occupation-based indicator (48) (49) (50) , the latter implying an ecological effect that has been observed for adults at country levels (51) , particularly for incidence of abdominal obesity (52, 53) . The recent UK Foresight Report on Trends and Drivers in Obesity has highlighted both the wide range of social, environmental, technological and other drivers of rising incidence of overweight and obesity, and has hinted that these factors can differentially affect those individuals in lower socio-economic groups (54) . The need for a multisectoral policy that addresses the wider environment (including the workplace, transport etc.) as well as focusing on individual behaviours was particularly emphasised (54) .
Interpreting the problem
These relationships highlight the challenges in interpretation; to what extent is low nutritional status a product of the material conditions of poverty and deprivation (that individuals do not have enough money to spend on appropriate food or cannot easily purchase it in the places where they live, work or go to school) rather than a result of particular circumstances of cultural and social capital, which may include aspects of social status and may more probably be indicated by educational levels or occupationally-based social class? (4, 55, 56) . Social capital, the 'resources (material, social and in-kind) available to individuals through their social behaviours and membership in community networks' (57) , has recently been examined in relation to food and has been shown to have a positive link with food security and a higher social capital leads to a lower risk of hunger at the household level in the USA (58) . European attention to social exclusion, which recognises multidimensional disadvantages for individuals and areas and its role in perpetuating deprivation, has informed recent UK approaches to reducing inequalities (although not specifically related to food), not least in the work of the Social Exclusion Unit and latterly the Cabinet Office Social Exclusion Task Force (59) . The reliance in much contemporary analysis of food patterns and nutritional indices on indicators of socio-economic status such as occupation of household head or education level as proxies for the material conditions of the household (signalled by 'income') are likely to mask both complexities of social differentiation in a society such as the UK (of gender, ethnicity, religion, age, area and community, which are distinct but linked) and also household circumstances alluded to earlier (for how long individuals have been living in deprivation, why, and what characterises their living conditions) (60) . There are further complexities to teasing out the relationships between food and nutritional outcomes and factors such as money, skills, cultural or social capital, in that the effects might vary depending on whether they pertain to the individual or to the household; intra-household management of, and access to, resources of various kinds may not be equal, and this factor may be more important for outcomes in some circumstances (61, 62) . Moreover, the relationship between food and nutritional outcomes and indicators of area deprivation may be different in different places and/or times.
These issues of definition and conceptualisation are critical to developing improved understanding of the nature of the problems involved and the framing of appropriate responses; they affect targeting and intervention by the state or other agencies at national and local levels. Beyond these decisions there is also the question of whether what matters are those who live on low(est) incomes (i.e. below a minimum subsistence level or that needed to meet minimum requirements for health (63) : what is described as 'absolute poverty' (14) ) or those living on household incomes in the lowest deciles or quintiles of national income distribution or other deprivation indices (as in LIDNS described earlier or in the UK poverty statistics of 'households below average income' (23) ). Reducing inequalities is not the same as improving the nutrition and health of those individuals who are worst off in society. In the field of health inequalities there has been considerable work on the theoretical and practical implications of these different approaches and much debate on the salience of social capital and exclusion (64) (65) (66) (67) . As yet, this work has not been matched by comparable research within the more specialised fields of nutrition and diet. Nevertheless, the major survey of low income and diet in the UK, the LIDNS report, has been promoted as showing that lowincome households are not a distinguishable group with considerably worse nutrition than the rest of the population. It was argued, in the press release and subsequently, that since many UK households do not meet current dietary guidelines, low-income households are no different and do not need special attention (68) . Whether or not this argument strengthens the need for interventions that simply focus on changing the dietary pattern of the majority of the UK population, on the expectation that any benefit would include or even 'trickle down' to low-income households, rather than more targeted intervention in social or nutrition policy for those on low income (however defined), is an ongoing critical discussion at present (T Lobstein, unpublished results).
In other words, to what extent do problems reside in the particular circumstances and conditions of specific groups, so requiring intervention aimed at them, or is it that problems are more generalised such that the drivers of the outcomes observed affect so many within the population that more general policy approaches are required? The latter does not preclude attention to the needs of specific groups (to ensure their capacity to capture the benefits), but the thinking and approach is different from one that targets by income, area deprivation or some other individual, household or locality indicator. Of course, it may be politically difficult to identify specific groups as experiencing nutritional problems and requiring targeted solutions (whether because of social or racial prejudice, or potential stigmatising).
Evidence of causal understanding: inputs and choice
The earlier caveats notwithstanding, there have been a number of studies trying to elucidate the determinants of the nutritional situation of those individuals who are poor and/or living on low incomes, addressing both material conditions and personal choices and practices. On the structural side, the UK, in common with the USA and Australia, has seen research on access to healthy food choices, with particular interest in the distance needing to be travelled (and means of doing so) to reach shops selling a good range of foodstuffs (69) (70) (71) (72) (73) . In Scotland a national map of access to healthy food was commissioned (74) and the salience of 'food deserts' (crudely, areas in which there are few shops selling sufficient healthy food) has been much debated (75) (76) (77) . There has been rather less research on other aspects of access, such as how money is managed. Basic expenditures such as rent, fuel and water can absorb a high proportion of outgoings and have the force of mandatory collection; such costs have risen faster than the retail price index in the UK in recent years, and they vary around the country, unlike income from benefits, pensions or the minimum wage (78) (79) (80) (81) . The expenditure needs of children, and the cost of food relative to other essentials, can also be very critical in determining purchasing patterns (82) , especially when low household income can fluctuate because of factors outside members' control. The cost of food can also vary between shops (and around the country), even for the same commodities. Thus, individuals living in different household circumstances may face very different constraints on how much money they can allocate to food.
The more theoretical approach of budget standards research, which cost diets appropriate for health for different household types, has demonstrated that, on average, UK families living on low incomes with dependent children (83) , young single men paid at or below the minimum wage (84) and older individuals living on state old-age pensions (85) are likely to have insufficient money to meet basic needs for healthy living, including food. In that they do not, on the whole, go hungry is testament to immense skill in budgeting and managing limited resources, acceptance of monotonous diets and the probability of having to rely on very cheap food that is unlikely to contribute to a healthy dietary intake. It also offers explanation for the LIDNS findings on food security summarised earlier.
Nevertheless, money is not the only determinant of food purchase; skills, taste and culture clearly do shape what individuals buy and how and what they eat, although of course these determinants are not divorced from the material aspects of life. It has been argued that these factors are more important in shaping an individual's purchases than structural aspects of access, such as distance to shops and what is available in them (75, 77, 86) . When asked through surveys, individuals are shown to rate personal likes, or beliefs over what is appropriate to eat, as more important in their decision making than commodity availability or physical access to large supermarkets (77, 86) . Such responses may reflect methodological approaches that ask individuals to rank aspects governing choice in a questionnaire; different answers are sometimes obtained in qualitative inquiry (87) (88) (89) . This disparity is partly because the characteristics of the physical and social environment in which individuals live or work may influence and frame the largely unconscious everyday practices of food purchase and consumption, so that 'availability and access' are not 'perceived' as issues, whether relating to the type and location of shops and markets or the provision in schools or workplace canteens. It is nevertheless useful to try to disentangle, for specific communities in any given place, how the complex set of social conditions and practices condition food choice among low-income consumers, and thus dietary and nutritional outcomes, and how different factors may jostle for supremacy day-by-day or from week-to-week. Such understanding can then shape intervention at local level.
Finally, it should be noted that in the UK there has been rather less research on the food and nutritional experience of those individuals whose circumstances fall outside official surveys and responses, particularly those who are roofless, homeless and/or asylum seekers. The few studies that have been done demonstrate that conditions and outcomes in terms of food patterns and nutrient intakes are worse than for those living in accommodation to which they have entitlement, those who have citizenship status and those whose lives are less fragmented and difficult (90) (91) (92) (93) (94) (95) .
Policy responses
Responses by the state to poor nutritional outcomes in lowincome households have varied over the last century (96) . Most recently, in the 1990s in England, the Department of Health has led in setting up a Project Team on low income and diet under the Nutrition Task Force (1993-6). The subsequent report addressed structural and material issues, such as changes in food retailing and the responsibilities of local and national government (97, 98) , calling for a national network of local initiatives on food and low income and the creation of local public-private sector food partnerships, especially in areas of multiple disadvantage, to regenerate local food economies. Fig. 1 , which is modified from a version produced for the Project Team, shows the range of determinants of nutritional intakes that were considered. These ideas informed both the Acheson Inquiry into Inequalities in Health (30) and the early public health White Paper under the new Labour Government (elected in May 1997 with a mandate to reduce inequalities) (99) . The Acheson Report includes within its many recommendations increasing the availability and accessibility of an adequate affordable diet, mentioning the need for policies to ensure adequate retail provision of food to those individuals who are disadvantaged. There is also a call for policies to reduce income inequalities and improve the living standards of households in receipt of social security benefits. The recommendations are linked to policies to improve the health and nutrition of women of child-bearing age and their children, with priority given to the elimination of food poverty and the prevention and reduction of obesity (100) .
Since the publication of the Acheson Report a number and range of policy initiatives have been set in train, if not fully implemented. Although in practice the UK government and its devolved institutions have not explicitly addressed the issues in inequalities when applied to food and nutrition discussed earlier and, in fact, embrace most approaches, 'food and nutrition' has been located as a policy issue in different places at different times, particularly when seen as addressing the needs and priorities of low-income households. Indeed, the complexities of Fig. 1 (97) , Dowler et al. (20) and Robertson et al. (147) .)
Intervention policies for deprived households 293 depend on a range of factors and policy arenas. The Department of Health traditionally led on such initiatives and has continued to do so over the last decade, partly because of a focus on health inequalities. Nevertheless, the former Ministry of Agriculture, Fisheries and Food commissioned research on the needs of low-income households and a scoping study on challenges of surveying their circumstances and conditions of food and nutrition (101) . This role has now been taken over by the Food Standards Agency, the independent Government department set up in 2000 to protect the public's health and consumer interests in relation to food; the Food Standards Agency commissioned the LIDNS discussed earlier (35) . However, at present neither the Food Standards Agency nor any other body coordinates policy focus on low-income households' nutritional needs. Indeed, it is quite difficult to disentangle sectoral responsibilities for aspects of food and nutrition since they have been shifting over recent years and differ in the devolved territories. The following comments are presented broadly under topics to help clarity, but the boundaries between sectors or even substantive areas are not consistent and there are overlapping responsibilities and practices.
Initiatives broadly under 'health'
As a result of the Acheson Inquiry and the White Paper a number of cross-cutting policy initiatives to address health inequalities have been promoted (although health inequalities have in fact since widened) (102) . Many initiatives were targeted on the basis of area-deprivation indicators; some included food and nutrition activities, such as those begun under the auspices of Health Action Zones (103) and, to some extent, Education Action Zones. The Department of Health '5 A Day' programme in particular promoted intake of fruits and vegetables through a wide range of projects and initiatives (104) ; in many instances professionals on the ground particularly focused on areas of deprivation or household types more likely to be on low incomes (such as parents of young children living in certain areas, teenage mothers or lone parents). These projects have had mixed success in improving access, motivation and intakes, although those individuals on the lowest incomes and in most-deprived areas seem to have shown most improvement (105) . Nevertheless, implementation has not been consistently well supported and many interventions have struggled to sustain funding through a mix of local level mechanisms, which means staff often operate on shortterm contracts with uncertain security and projects face potential loss of capacity (106) (107) (108) .
Other health policy initiatives in food, such as the National School Fruit Scheme (which entitled all 4-6-yearold children in Local Education Authority-maintained infant, primary and special schools to a free piece of fruit (and now vegetables) on each school day) have been untargeted and, despite the rhetoric, designed to raise general levels of health and well-being (109) . Early evaluation has emphasised considerable successes in terms of process and results (110) (111) (112) (113) but not yet clear evidence of lasting nutritional benefit (114) . Whether benefits have substantially accrued to poorer households and their members is also not certain, and as the current policy agenda switches to addressing obesity continual support for fruit and vegetable promotion is less assured. The inequalities dimension to obesity is acknowledged but not as yet explicitly addressed except under individual aspects of 'lifestyle' (4) . Nevertheless, potential for an upstream more systematic strategy to reshape the food economy and culture has been signalled in the Department of Health Food and Health Action Plan (115) . Although this plan has no explicit inequalities focus, the population-wide interventions advocated, including social marketing, public food procurement and (led by the Food Standards Agency) food labelling, restrictions on food marketing to children and processed food reformulation, potentially benefit lowincome households alongside the majority. There is some evidence that young parents on low incomes, for example, find labels on foods confusing, and therefore might benefit from the simplicity of proposed Food Standards Agency labels (88) .
The reform of the previous Welfare Food Scheme (under the former Department of Social Security) to emerge in 2004 as 'Healthy Start' under the Department of Health targets pregnant women and families with children under the age of 4 years of age who are in receipt of some key means-tested benefits and all pregnant women under the age of 18 years (116) . This programme now gives entitlement to weekly vouchers to exchange in registered shops for modest quantities of milk, fresh fruit or vegetables, or infant formula, and to vitamin supplements from health distribution points. Advice about healthy eating, breastfeeding, infant feeding and using the vouchers is also included, as are links to 'Sure Start' and Children's Centres (117) (118) (119) . The role for these initiatives and 'Healthy Start' as conduit for nutritional intervention aimed at supporting low-income mothers and families is likely to be enhanced in the future (120) . These initiatives, along with some initiatives within the Health Action Zones, also provide the main mechanisms for addressing the low rates of breast-feeding initiation and maintenance, or appropriate weaning, for low-income mothers, particularly through peer-support programmes (13, 121, 122) .
Initiatives broadly under 'education'
Reform of school meals over nutritional standards and quality, sourcing and management, which has been a largescale undertaking in all devolved territories and England, is covered more fully elsewhere, including the contributory effect to curriculum improvement (123) (124) (125) (126) (127) . (School food now comes under the School Food Trust in England, which is a non-departmental body established by the former Department for Education and Skills, now the Department for Children, Schools and Families; in Scotland the Expert Panel on School Meals reported to the (then) Scottish Executive; in Wales, the policy documents have been produced by the Welsh Assembly Government.) However, despite considerable rhetoric, until recently there has been little explicit policy focus on reducing inequalities in intakes and food experience through schools (128) and there is some anxiety that as school food quality improves, costs to parents will increase. About one-fifth of school-aged children are entitled to free school meals by virtue of their parents' claiming certain means-tested benefits (Income Support; Income-based Jobseeker's Allowance, Child Tax Credit (but not Working Tax Credit; annual income < £14496); support under Part VI of the Immigration and Asylum Act 1999; Guaranteed State Pension Credit (129) ), and while some groups argue this entitlement should be wider, many children in fact do not claim their free lunches, partly for reasons of stigma (130) . Children often bring in 'packed lunches' instead or spend their limited cash on cheap fast foods such as chips, often readily available near schools. Current campaigns to improve the healthiness of home-produced lunch and reduce access to commercial alternatives aim to address these problems, but are difficult and time consuming to enforce, especially among older children. There have been calls for universal free primary school meals in Scotland, following the brief example of Hull City Council in England (Child Poverty Action Group in Scotland has a longstanding campaign, producing briefings to government (131) and drawing on the example of Hull City Council's experience of improved take-up and school outcomes). School breakfast initiatives have also been promoted and partially funded by central government, at least initially; some of these initiatives have been framed in terms of problems of access for children from lowincome households, although probably more have emerged from recognition of household or parental failure to provide food early in the day.
Initiatives in 'commercial food access' through retailing and regeneration
Following the Acheson Inquiry, the newly-created Social Exclusion Unit has reported on problems in the retail sector in deprived areas in a consultation document that contains useful recommendations about community-based retailing and small businesses strategies (132) . Little central government activity has followed, and again no mechanism for coordinating activity has emerged; until recently, the national regeneration agenda in England and Wales has largely ignored shopping access beyond that provided by the major supermarkets. Some local area partnerships between local government and health, working with New Opportunities or regeneration budgets, have produced useful initiatives on social and retail planning (70, 89) , but these initiatives are either unevaluated in terms of nutritional benefit or, where a 'natural experiment' has been possible, have given equivocal results (133, 134) . Such evaluative research also seldom takes account of household income levels and changes in other expenditure demands.
Most initiatives are probably more focused on changing consumer demand by, for example, encouraging the shops in areas in which poorer sections of the population live to stock 'healthier' food ranges than by addressing challenges in the retail system as a whole and the limited provision in areas of deprivation (135) . In recent years there has been something of a shift in consumers' values in shopping for food, as for other commodities, towards more 'ethical' purchasing, in that the local, sustainable (economically and environmentally) and pleasurable aspects are privileged over lowest price, and the means of production or transport that accord with personal values are increasingly important (animal welfare, fairly-traded products etc.) (136, 137) . Such shifts are across the board. Lower-income consumers express similar values to those with higher incomes, in terms of both reflective answers and purchasing patterns. Although price inevitably also remains an important determinant of choice for those on low incomes, these trends are no longer a 'middle class niche' (138) (139) (140) . Retailers and producers are responding to these trends to varying extents, although the recognition that low-income consumers also seek to express their concern for food quality in what they buy is not as widespread as it could be (141) .
Approaches in the devolved territories
Within the devolved administrations in Scotland, Wales and Northern Ireland some different approaches have been taken, both to food and nutrition in general and to the problems faced by low-income households in particular. In Scotland adoption of the Scottish Diet Action Plan in 1996 (before devolution) had built on a clear statement of inequalities in outcomes reflecting unequal access, availability and behavioural demand (142) , with a call to remove 'barriers' to healthy eating for individuals on low incomes. In practice, as a recent evaluation has shown, there has been no reduction in nutritional inequalities (and in fact no improvement in average intakes) in the ensuing decade (34) . The reasons for such policy failure are complex, but part of the explanation is a loss of focus that permitted too many disparate initiatives, particularly at local levels, with insufficient attention to the wide-scale and pervasive impact of changes in the food sector, to food culture and to loss of sustainable local production (143) . This assessment links into the earlier remarks that local projects and initiatives, whether within a health or 'food access' framework, seldom show widespread or systematic success in reducing inequalities. At the time of reporting there was some engagement with possibilities for building inequalities into national nutrition targets; a very recent consultation on the future of food in Scotland signals some recognition of the need for structural shifts, although explicit mention or address to inequalities is conspicuously absent (144) . In Wales an initiative on Food and Well-being was launched in 2003; this initiative included statements about access for low-income groups and the need to address the role of the food industry (145) . A number of initiatives have been set up, some working across sectors, with clear engagement of low-income groups, although much has been short-term project based (108) . In Northern Ireland a recent survey has investigated the food and nutritional circumstances of homeless individuals (93) , and the Healthy Food for All initiative has been set up as a cross-sectoral response to food poverty across the island of Ireland (146) .
Conclusion
The problems facing low-income households in terms of nutritional outcomes and food experience have been increasingly recognised in the UK over the last decade or so, and a range of interventions have been initiated at national and local levels by government and civil society. The present paper has briefly reviewed the nature of these problems and given an overview of some policy interventions, including those by devolved governments in recent years. However, the recent LIDNS survey, among other sources of data, shows that nutritional conditions are not good among low-income-household members, despite more than a decade of intervention. Furthermore, annual monitoring of poverty and social exclusion conditions has shown that little lasting improvement in financial or other circumstances has been achieved, despite UK Government commitment to ending child poverty within a decade of being elected. Evaluations of national and smaller-scale interventions have demonstrated some improvements in food patterns, although rather fewer in nutrient intakes, and often show greater enjoyment of, and engagement with, different food commodities and dishes or ways of eating among those who live on low incomes and/or in areas of multiple deprivation. These outcomes are worthy, valuable in themselves and potentially contributing to improving the overall UK food culture. Other signs of a shift from 'cheap and cheerful' towards values of sustainability, enjoyment and health (in the widest sense) have been remarked, and these shifts pertain to low-income consumers as well as others.
Nevertheless, responses remain too focused on 'lifestyle' changes and that individuals should be facilitated to choose food that contributes to their health through local projects and initiatives. For many individuals choice is still proscribed by factors outside their control; the passing reference in policy documents to 'enabling better access' for low-income or vulnerable consumers usually means in practice more volunteer-led food cooperatives, rather than ensuring that individuals have sufficient money to buy food and decent places that are reachable for its purchase. Some upstream initiatives are now being undertaken, particularly in product formulation and means of promoting commodities. Evaluating the impact these initiatives have on lowincome consumers' practices and outcomes will pose challenges to the research community, but arguably would ensure that such households are not excluded from consideration. Finally, initiatives that seek to engage with and embrace individuals' aspirations and desires, actively enabling their achievement, are more likely to succeed, particularly if they contribute to regenerating local economies and areas of deprivation. However, the need for better thinking and understanding of factors driving the determinants of food choice and nutritional outcomes is still paramount, as is the need for cross-sectoral but coordinated policy initiative that focuses on addressing the nutritional needs of low-income households in the UK.
